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WORLD HEALTH DAY- DIABETES, A GROWING MENACE 


Dr. Sofia Shehzad 
World Health day, celebrated each year on 7" of April is all about creating awareness 
regarding health issues confronting the global population. The theme this year is Diabetes — a 
metabolic disorder of menacing proportion. There are a host of misconceptions and lack of 
understanding amongst the general public regards its exact etiology, prevention, control and socio- 
economic impact. As of 2015 the prevalence of the disease worldwide is estimated around 415 
million affectees'. This number is expected to rise to 592 million by 2035 2. The incidence and 
resultant mortality secondary to this epidemic is on the rise in low and middle economy countries 
such as Pakistan, with the disease expected to be the 7" leading cause of death by 2030 °. 


Diabetes occurs when the pancreas loses its ability to produce the required insulin or the 
body fails to utilize the later resulting in raised blood sugar levels *. As a consequence, 
malfunctioning of various organ systems ensues and various life threatening illnesses including 
heart attacks, strokes, nerve damage, kidney failure, blindness, impotence and infections takes a 
toll on the patient’s health. Broadly it is classified into 3 types 

- Type | or Insulin dependent diabetes mellitus also referred to as ‘juvenile diabetes’ in which 

the production of insulin is affected 

- Type Il or Non insulin dependent diabetes mellitus characterized by insulin resistance, and 

having a strong correlation with increased body weight and lack of exercise °. It is also called 

‘adult onset ‘diabetes’. 

- Gestational diabetes affecting pregnant women with no past history of the disease, usually 

in the 2" or 34 trimester ©. 


The disease usually manifests with the symptoms of frequent urination, thirst and hunger. 
Once a diagnosis is made based on Blood sugar estimation and monitoring levels of glaciated 
hemoglobin - HbA1c, management ensues directed at achieving optimum level of blood glucose 
and avoiding systemic complications. This goal is achieved by introducing life style changes from a 
sedentary to more active and less stressful way of living, supplemented with a balanced diet and 
regular exercise. This is especially helpful in Type Il DM. Treatment is offered by means of Oral 
hypoglycemic or injectable insulin as guided by the physician/endocrinologist. More recently 
bariatric Surgery has shown considerable promise as an effective measure to control blood sugar 
levels.” 


This year the main objective of observing the world health day is to enhance awareness 
about prevention, care and surveillance of this disease. This will form the basis for launching the 
first ever global report on Diabetes. The core functions of WHO in this regard are as follows: 

- To frame internationally acceptable standards and guidelines for prevention, diagnosis and 
treatment of Diabetes and its associated complications 

- Toclosely monitor the morbidity and mortality associate with this disease. 

- Capacity building at different levels to address different aspects of this disease 

- To project diabetes as a global health issue and identify the population at risk 


Efforts to prevent and treat diabetes are essential to achieve the global sustainable 
development goal target of reducing premature mortality from non communicable diseases by one 
third by 2030. The community at large and the health care professionals and organizations in 
particular have a key role to play in highlighting the steps to be taken in this regard through 
organizing seminars and lectures and making use of the media to effectively communicate their 
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message to the masses. Global health day focusing on Diabetes certainly promises to be a key 
event in raising awareness and proposing effective measures supplementing the management of 
this disease on a global stage. 


REFERENCES 
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KNOWLEDGE, ATTITUDE AND PRACTICE OF DENTISTS REGARDING CROSS 
INFECTION IN DENTAL TEACHING HOSPITALS OF PESHAWAR 


Nadia Qazi', Syed Nasir Shah? 
1. Frontier Medical & Dental College 
2. Sardar Begum Dental College 


ABSTRACT 


OBJECTIVES: 
The objective of the current study was to assess knowledge, attitude and practices of dentist regarding cross 
infection in Khyber College of Dentistry (KCD) and Sardar Begum Dental College (SBDC) Peshawar. 


MATERIALS AND METHODS: 

This descriptive cross sectional study was conducted at two tertiary care hospitals having sample size 214 
with 94 males and 121 females. A pilot study was conducted at Hayatabad Medical Complex to assess the 
reliability of questionnaire. Self administered anonymous questionnaire was administered to 214 dentists. 
The dentist in each health care facility was observed for their knowledge, attitude and practice regarding 
cross infection. 


RESULTS: 

Knowledge of dentist’s was optimum but they were lacking sufficient knowledge in areas of sterilization and 
cross infection due to waste material present in pipes of dental units. Significant numbers of them 28.8% were 
not agreed with the role of wearing rings in cross infection during dental procedure. Although lack of hand 
washing and impression was considered as a source of cross infection and 33.9% reported poor attitude 
regarding hand washing, 39.9% were not regarding the hygiene of nails in cross infection control. Similarly 
only 59% of them have shown positive attitude towards the vaccination of dental professionals. Although the 
knowledge and attitude was seen acceptable but their practices regarding the infection control were lacking 
in area of use of N95 respirator, taking off jewelry during dental surgeries, use of filtered water, use of anti- 
retraction valve, use of rubber dam for aerosols, use of separate box for sharp disposal and use of 
disinfectants in dental units.. 


CONCLUSION: 

From current study it was concluded that dentists have good knowledge but poor practice regarding various 
aspect of infection contro! which provide an indication either lack of availability facilities or poor supervision 
and monitoring, due to lack of policy and implementation regarding cross infection control in dental units 


KEY WORDS: 
Cross infection, knowledge, attitude, practice, dentistry, Sterilization, autoclave 


INTRODUCTION 
Infection control is a major issue in dental practice because this is an area where blood or 
saliva contaminations can easily occur. The mouth harbors bacteria and viruses from the nose, 





Correspondence: throat and respiratory tract. Any dental procedure that has the 
Dr-Syed Nasir Snaii potential to aerosolize saliva will cause airborne contamination with 
Sardar Begum Dental College : 4 : : 
Contact: 0333-9208868 organisms from some or all of these SOUICces. Patients, dentists and 
Email: syedshah214@live.com auxiliaries of all group run risks of cross infection every time they enter 
https:Hidoi.org/10.37762/igmds.2-2.49 the dental clinic. By understanding principles of disease transmission 





and using infection control practices, dental personnel can prevent cross infection.2 Common 
pathogens involved in dentistry cross infection are Herpes viruses, Varicella-zoster virus, HIV, 
hepatitis B, C and D viruses, Mycobacterium spp., Pseudomonas spp., 
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Legionella spp. and multi-resistant bacteria there is evidence that Hepatitis B virus is a real threat 
for cross-infection in dentistry. The highest infectious risk is associated with accidental punctures 
by contaminated needles or injuries by sharp instruments.2Among health care professionals, 
dentists are more prone to infection due to their direct contact with blood and saliva on a daily basis 
in their offices. Although several recommendations and guidelines are issued by medical and dental 
society as well as government organization, studies demonstrate that cross infection is not well 
controlled in dental settings and hospitals.* 


MATERIALS AND METHODS 

This cross sectional descriptive study was conducted at two tertiary care hospitals (Sardar 
Begum Dental College and Khyber College Dentistry) with sample size 214, using non probability 
convenient sampling technique. Dental surgeons who completed BDS and doing their dental 
practice as house officers, trainee medical officers and assistant professors were included in the 
study. The questionnaire was pretested among dentists and necessary corrections made according 
to their feedback to make it more understandable. The questionnaire was explained and handed 
over to the participants with instruction to return it within three days. There were 14 questions to 
assess the knowledge, 13 questions were related to the attitude and 22 questions were related to 
the practice. There were different scales to assess knowledge, attitude and practice. For knowledge 
strongly disagree, disagree, neither agree nor disagree, agree and strongly agree options were 
given. Agree and strongly agree were considered as acceptable. For attitude very high, high, 
moderate, fair, no importance options were used where very high and high were considered as 
acceptable. While for practices always, often, sometimes, rarely, never options were given. Apart 
from principal investigator, two research assistants (medical doctors) conducted the survey. For 
data analysis SPSS version 15 was used. Frequency, percentages, mean and standard deviation 
were calculated for data. 


RESULTS 

Total number of respondents was 214 which included 94(43.7%) males and 121(56.3%) 
females. Mean age of population was 28.4 + 7.6. Most dentists (56%) had practical experience of 
1-10 years. (Table -1) 


It was observed that most of the dentist had good knowledge, since 62.3% and 24.7% were 
strongly agreed and agreed respectively about question that hand could act as a vehicle of infection. 
Most of the dentists were strongly agreed (44.6%) and agreed (26.5%) that wearing finger rings 
during surgery act as source of infection. Only 4.2% dentists were strongly disagreed that 
conjunctiva causes cross infection. In regard to dental impression, 70.8% considered dental 
impression acting as source of cross infection while 30% were thinking it had no role. In different 
percentages, dentists strongly agreed to the role of aerosols (51%), and water & water pipes 
(36.3%) in spread of cross infection. Some dentists (27.4%) did not recognize the role of non-intact 
skin in transfer of infection (Table-2). 


Approximately 82.8% had good knowledge about washing hands before / after patient 
examination where only 18.2% had poor knowledge. About 88.2% of the participants felt that 
wearing gloves is necessary in every contact with patient to avoid cross infection. Majority of 
participants (85%) considered that sterilization of hand piece is necessary for prevention of cross 
infection. In regarding water anti retraction valve, 33% respondents reported that it had nothing to 
do with cross infection. Only 18% of the respondents disagreed with the concept of ventilation in 
dental surgery to prevent cross infection. Results showed that majority of dentists (14% and 71%) 
were agreed and strongly agreed that vaccination of dental professionals can prevent spread of 
infection. (Table-3) 
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Selecting an assistant who is vaccinated against hepatitis B, 35.4% dentists had positive 
attitude. Only 0.9 % dentist gave no importance to cleaning the instruments before putting them in 
autoclave. About 40.5% dentists had high attitude for using filtered water along with anti-retraction 
valve in dental unit (Table-4) 


In current study 13.5% dentists regularly checked autoclave and 19.5% used anti-retraction 


valves. Dentists used rubber dam and disinfecting the suction tank by 11.6% and 23% respectively. 
(Table-5) 


Table1: Demographic profile. 






































Participant’s profile | Frequency | Percent 
Gender Male 94 43.70 
Female 121 56.27 
Age categories 20-30 years 178 82.80 
31-40 years 17 7.90 
41-50 years 20 9.30 
Job experience | House job 41 19.1 
Less than 1 year 33 15.3 
1-10 years 121 56.3 
10-20 years 6 2.8 
21-30 years 14 6.5 

















Table 2: Degree of knowledge about spread of infection 




































































Vehicle in spread of Strongly Disagree Neither agree or Agree strongly 
infection disagree disagree agree 
Hands 18(8.4%) 6(2.8%) 4(1.9%) 53(24.7%) | 134(62.3%) 
Finger ring worn in surgery 11(5.11%) | 22(10.2%) 29(13.5%) 96(44.6%) 57(26.5%) 
Conjunctiva 9(4.2%) 14(6.5%) 20(9.3%) 89(41.4%) 83(38.6%) 
Impression 14(6.5%) 21(9.8%) 19(8.8%) 65(30.2%) 96(44.6%) 
anit he Walerpipesin 7(3.3%) | 16(7.4%) 38(17.8%) 76(35.4%) 78(36.3) 
Aerosols splashes 17(8%) 6(3%) 22(10.2%) 61(28.4%) 109(51%) 
Non intact skin 15(7%) 20(9.3%) 24(11.1%) 66(30.7%) 90(41%) 
Table 3: Degree of knowledge about prevention of cross infection 
Cross infection questions oe Disagree Neither i ae Agree strongly 
isagree disagree agree 

Washing hands 15(6.8%) 13(6%) 9(4.1%) 44(20.5%) | 134(62.3%) 
Wearing gloves 10(4.7%) 6(2.8%) 10(4.7%) 40(18.9%) | 149(69.3%) 
Hand piece 25(11.6%) 0 8(3.7%) 54(25.1%) | 128(59.5%) 
Anti-retraction valve 6(2.8%) 11(5.11%) 54(25.1%) 99(46%) 45(30%) 
Ventilation in dental surgery 10(4.7%) 2(1%) 27(12.6%) 74(34.4%) | 102(47.4%) 
Vaccinated hepatitis b dental 14(6.5%) 5(2.3%) 11(5.1%) 31(14.4%) | 154(71.6%) 
professionals 
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Table 4: Attitude of dentists towards prevention of cross infection 


























Cross infection questions Very high High Moderate | Fair No importance 
Assistant vaccinated hepatitis b 76(35.4%) | 51(23.7%) | 40(18.6%) | 24(11.2%) | 24(11.3%) 
Separate washing place for instrument 96(44.6%) | 63(29.3%) | 28(13%) 12(5.6%) 16(7.4%) 
Cleaning instrument before autoclave 123(57.2%) | 50(23.3%) | 27(12.6%) | 13(6.1%) | 2(0.9%) 
Filtered water with anti-retraction valve 87(40.5%) | 51(23.7%) | 53(24.7%) | 12(5.6%) 12(5.6%) 
Lightening and ventilation of dental surgery | 117(54.4%) | 56(26.1%) | 28(13%) 10(4.7%) | 4(1.9%) 

Proper waste disposal 122(56.7%) | 47(21.8%) | 25(11.6%) | 21(9.8%) | 0 




















Table 5: Practices of general measures for cross infection control 
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Questions Always Often Sometime Rarely Never 
Washing and drying instrument 61(28.4%) | 29(13.5%) | 39(18.2%) | 32(14.9%) | 54(25.1%) 
before putting in sterilizer 
Table tops, tray unit, floor 80(37.2%) | 43(20%) | 32(14.9%) | 35(16.3%) | 25(11.6%) 
disinfecting 
Regular check autoclave 75(34.9%) | 48(22.9%) | 36(16.7%) | 27(12.6%) | 29(13.5%) 
Disinfecting the impression 71(33.1%) | 43(20%) | 35(16.1%) | 32(14.9%) | 34(15.8) 
Filtered water in unit 53(24.7%) | 51(23.7%) | 41(19.1%) | 23(10.7%) | 47((21.9%) 
Use of anti retraction valve 42(19.5%) | 41(19%) | 50(23.3%) | 33(15.3%) | 49(23%) 
Use rubber dam 25(11.6%) | 30(13.9%) | 42(19.5%) | 39(18.2%) | 79(36.7%) 
Separate box for disposing sharps | 61(28.4%) | 28(13%) 30(14%) | 42(19.5%) | 54(25.1%) 
Disinfecting suction tank 49(23%) | 35(16.3%) | 35(16.3%) | 36(16.7%) | 60(27.9%) 





DISCUSSION 

With the alarming increase in number of TB and HIV cases, especially in Asia, the 
knowledge about the spread of droplet infections and isolation precautions is a must for each and 
every dental practitioner. In current study higher percentage of female dental practitioners (56.27%) 
participated which coincides with the study conducted by Ahmad et al ° and also same results were 
obtained by Dubey et al.° Biomedical wastes contains pathogenic microorganism including viruses 
and bacteria. Some of these microorganisms are very dangerous and may be resistance to 
treatment with a high degree of pathogenicity. In current study majority of dental practitioner (56.7% 
) had positive attitude towards dental waste product disposal to avoid spread of infection. This 
coincides with study conducted by Ahmad et al °, where maximum number of practitioner (96.4%) 
knew about harmful effects of dental wastes. Study conducted by Musarrat et al ’ observed that 
93.69% were aware of biomedical waste disposal and its role in spread of infection this difference 
shows the lack of attitude, knowledge and interest of our dental practitioner towards the disposal of 
dental waste products. In our study, most of the practitioner (71.6%) had good knowledge about 
hepatitis B vaccination which corresponds with the study conducted by kadeh et al ® where higher 
percentage of practitioner had good knowledge (65%). R. Sudhakara et al reported 45.85% had 
good knowledge about hepatitis B prevention.® in current study the 62.3% dental professionals had 
sound knowledge about hand as vehicle in spread of infection. Forty four percent dentists agree 
that isolation is also necessary for cross infection control, Sixty nine percent dentists agreed to 
wearing gloves and 50.3% wore masks for infection control. Study conducted by Ali et al '° reported 
that 98.8% dentists had a sound knowledge about isolation in infection control, and 72.5% of dental 
practitioner had knowledge of wearing gloves, while 100% have reported the significance of hand 
washing in cross infection control. Mary et al reported in his study that 92% used gloves and 84% 
used masks. From above studies it is clear that our dental practitioner has less knowledge and 
attitude towards wearing gloves, masks, hand washing and role of isolation in cross infection 
control. This is due to flaws in our education system of less concentrating on cross infection control 
and also no strict rules and regulation for 
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implementation of universal precautions in clinical dentistry by hospital administration and 
government. 


In current study, 33.1% dentists always disinfected their impressions which correspond with 
study conducted by Faiza et al '? where 33.33% dentists disinfected impressions. This decrease 
percentage may be due to lack of knowledge and time for disinfecting impression in hospital. In 
most hospitals disinfectant material was not provided by hospital administration. Sterilization of 
hand piece is also necessary for prevention of cross infection. In a study conducted by Rabeah AA 
et al '* showed that 37.9% dentists agreed about sterilization of hand piece. In study conducted by 
Mohiuddin et al'* stated that 50.8% changed their hand piece for each patient. Talal et al observed 
that 26.32% dentists autoclaved their hand pieces at Mosul city.'° In current study 59.5% dentists 
sterilized their hand pieces which is higher than above studies and shows good attitude towards 
sterilization of hand piece. Over all there is decreased percentage of hand piece sterilization. 
Reasons may be due to the perception of dentists that frequent autoclaving may lead to 
malfunctioning of the hand piece. Also in public sector hospitals many practitioners use single hand 
piece and due to burden of patients it may be difficult to find time for autoclaving hand piece for 
each patient. Conjunctiva is also a source of cross infection in dentistry. According to Omolara et 
al '® 43.2% Nigerian dentists believed that infection can pass through conjunctiva. In current study 
38.6% dentists agreed that conjunctiva is a route for cross infection. 


CONCLUSION 

The respondents have provided a holistic picture of their competency (knowledge, attitude 
and practice). Overall the practitioner had good knowledge and attitude but deficiency in practices 
of cross infection controls. Thus cross-contamination can place the dentist at serious risk of 
contracting and spreading serious illnesses. However, it is imperative for dentists to realize that 
solution to this risk lies within them. Prevention and taking the necessary precautions is the basic 
requirement that can help keep the menace of cross contamination and cross-infection away. 
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FREQUENCY OF DIARRHOEA AND ITS RISK FACTORS AMONG CHILDREN UNDER- 
FIVE YEARS OF AGE IN THREE TEACHING HOSPITALS OF PESHAWAR 


Nighat Musa’, Riaz Gul?, Yasir Mehmood", Shazma’ 
1. Kabir Institute of Public Health, Peshawar 
2. North West General Hospital, Peshawar 


ABSTRACT 


OBJECTIVE: 
To determine the frequency of diarrhea and its risk factors among children under-five years of age. 


METHODOLOGY: 

Study design was descriptive observational. Duration of the study was three months (Jan — March 2014). 
Study was conducted in three tertiary hospitals of Peshawar namely Lady reading hospital, Khyber teaching 
hospital & Hayatabad Medical Complex. 


MATERIALS AND METHODS: 

Sample size for this study was calculated based on diarrhea prevalence of 21% in Peshawar by using WHO 
sample size calculator. A total of 450 children under 5 years of age who were attending outpatient department 
of three tertiary hospitals of Peshawar were studied. After getting consent from parents of children, data was 
collected from parents. A semi structured questionnaire was used as study tool. Data was presented in the 
form of tables and graphs. 


RESULTS: 

Frequency of diarrhea was found to be 59% among those 450 children who attended pediatric OPD. Most 
susceptible age group was less than 2 years (88%). Common risk factors found to be involved in cases of 
diarrhea were illiteracy of mothers 77%, poverty 86.4% parents were having household income less than 
20,000 PKR per month, bottle feeding 34%, improper hygiene (83% either don’t wash or occasionally wash 
hands before feed, 52.3% mothers wash their hands with plain water after attending toilet), Joint families 
58%, lack of proper immunization 54%, lack of clean drinking water 66%. 


CONCLUSIONS: 

Diarrhea is more common in younger children i.e.; less than 2 years of age. Illiteracy, low household income, 
bottle feeding, hand washing especially after attending toilet, joint family system and poor immunization status 
are the key risk factors. 


KEY WORDS: 
Diarrhea, risk factors, household income, illiteracy 


INTRODUCTION 
Diarrhea is one of the leading causes of mortality and morbidity in developing countries. 
Annually 1.7 billion diarrhea episodes occur around the world’. Approximately 1.3 million deaths 





Correspondence: per year occurred among children under-five years of age; this makes 
Dr MignetMusd it second most common cause of child deaths worldwide. Presently 
Kabir Institute of Public Health ee es foo : P . : 

Contact:0345-9294158 half of the deaths occur in five countries: India, Nigeria, Afghanistan, 
Email:nighatmusa@yahoo.com Pakistan and Ethiopia*. Prevalence of diarrhea in Pakistan was 23% 


https://doi.org/10.37762/jgmds.2-2.50 
according to Pakistan demographic health survey°. A study done on prevalence of diarrhea in 
Peshawar result showed that prevalence of diarrhea was 21% under 5 years of age’. Diarrhea is 
defined as passage of three or more stools in a day, of soft consistency than usual for the child or 
one watery stool. Major causative factors for diarrhea includes different bacteria’s, viruses (esp. 
Rota virus accounting for 40% of all cases) and various parasites °. 
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The frequency of diarrhea varies according to education of mother, being significantly lower 
among children of more educated mothers than among children of mothers with no education. This 
is probably because education provides the knowledge of the rules of hygiene, feeding and weaning 
practices, and the interpretation of symptoms which enhances timely action on childhood illness.® 
In 2012, another study done in Nigeria results showed that common risk factors for diarrhea were 
low maternal education, non-exclusive breast feeding and previous diarrhea episode in siblings.’ 


Instead of widespread use of oral rehydration therapy (ORT) the incidence of diarrhea has 
not declined, this is because most population of the world especially developing countries lack 
access to portable water due to poverty and sanitation and lack of hygiene.® The purpose of this 
study was to determine frequency and different risk factors leading to diarrhea Under-Fiveyears of 
age coming to three teaching hospitals of Peshawar. This study will help to find key risk factors 
which could be responsible for occurrence of disease among children especially under two years 
of age. 


METHODOLOGY 

It was a simple descriptive observational study conducted on 450 children attending 
outpatient department of pediatric unit of three tertiary care hospitals of Peshawar. This study was 
conducted for duration of three months from January to March 2014. Non probability convenient 
sampling technique was used. Children less than 5 years of age group coming to Pediatric OPD of 
these three tertiary care hospitals were included in the study and those children who were on 
antibiotics or are on drugs which can lead to diarrhea were excluded from the study. Pilot study was 
done on 10% sample size to check feasibility and applicability of the questionnaire. Data was 
collected from parents of sick children after taking a verbal consent, on a semi structured 
questionnaire. Sample size was calculated using WHO sample size calculator. Results were 
presented in form of graph and tables. 


RESULTS 

Out of 450 children studied 264 (59%) were having diarrhea as chief complaint as compare 
to rest of 186 (41%) children (Table 1). 232 (88%) children were under 2 years of age group and 
only 32 (12%) from between 2 years and 5 years. Out of 264 diarrheal patients mothers, 202 (77%) 
children mothers were illiterate. 225 (97%) mothers were housewives and only 9 (3%) were working 
mothers. Majority 228 (86.4%) of the parents have household income less than PKR 20,000/month 
and only 36 (13.6%) were earning more than PKR 20,000/month. 134 (50.8%) children were breast 
fed. 220 (83.3%) mothers said that they either occasionally or don’t wash hands before giving feed 
to children and only 44 (16.7%) wash hands before giving feed to children. Majority of mothers said 
that they washed hands after use of toilet, however 126 (47.7%) mothers washed hands with soap 
and rest of the mothers used only plain water. 153 (58%) lived in joint family system and 111 (42%) 
lived in nuclear family system. Only 121 (45.8%) were properly immunized and 143 (54.2%) were 
either not immunized or partially immunized. 173 (65.5%) families were using boring water and only 
91 (34.5%) were using piped water. 


Table: 01 Frequency of diarrhea among children Under-Five years of age 














Diarrhea Frequency Percent 
Yes 264 58.7% 
No 186 41.3% 
Total 450 100 

















Table: 02 Age group more susceptible to diarrhea 
Age in months Frequency Percent 
Less than 24 months 232 88% 
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More than 24 months 32 12% 
Total 264 100 




















Table: 03 Common risk factors of diarrhea under 5 years of age 













































































Risk factors Frequency | Percent 
Maternal education Illiterate 202 16.5% 
Literate 62 23.5% 
Household income Less than 20,000 228 86.4% 
More than 20,000 36 13.6% 
Feeding Bottle 27 10.2% 
Breast 134 50.8% 
Washing hands before giving feed Yes 44 16.7% 
(every time) 
No or occasional 220 83.3% 
Washing hand after attending toilet | Yes 225 85.2% 
No 39 14.8% 
Hand wash with Soap 126 47.7% 
Plain water 138 52.3% 
Family system Joint 153 58% 
Nuclear 111 42% 
Immunization status Immunized 121 45.8% 
No or partial immunized | 143 54.2% 
Source of water use Boring water 173 65.5% 
Piped water 91 34.5% 
DISCUSSION 


Each year, an estimated 2.5 billion cases of diarrhea occur among children Under-Five 
years of age, and estimates suggest that overall incidence has remained relatively stable over the 
past two decades. More than half of these cases are in Africa and South Asia, where bouts of 
diarrhea are more likely to result in death or other severe outcomes. The incidence of diarrheal 
diseases varies greatly with the seasons and a child’s age. The youngest children are most 
vulnerable: Incidence is highest in the first two years of life and declines as a child grows older. 
Despite these declines, diarrhea remains the second most common cause of death among children 
under five years of age globally, following closely behind pneumonia, the leading killer of young 
children’. This study showed a higher frequency 59% (264) of diarrhea out of 450 cases. While a 
similar study was done in 2012, by Kakulu in Tanzania showed the 33% diarrheal frequency out of 
301 children Under-Five years of age.'° In our study most susceptible age for diarrhea was found 
to be children less than 24 months of age (88%). A study was done in 2011 by Khattak T A etal in 
PAF hospital, Rawalpindi showed that in acute watery diarrhea children peak age was between 13- 
24 months. This age group is important as a child passes through different developmental stages 
like teething, crawling, weaning etc"". It is a known fact that there is a strong relationship between 
the child’s health’ and the parents education especially mother’s education. According to our study 
results illiterate mothers were found to be 76.5% and illiterate fathers were 28%. So illiteracy rate 
among mothers was very high. In Tanzania Kakulu, s etal study results showed that parent’s 
education has a significant association with diarrhea’? In our study it was found out that most of the 
mother’s were housewives (97%). In 2004, study done by khan MH etal in Peshawar showed that 
mothers of diarrheal children’s were largely housewives (96%). Fathers of those children’s were 
either employed or self-employed 72%‘. Analysis results showed that 51% (134) children were 
exclusively breast feed. While 10.2% (27) children were on bottle feed and 23.5% (62) children 
received mixed feed (Breast + Bottle) and 15.5% (41) children was on solid food only the diarrhea 
rate is high in bottle feed then in the breast feed. While study 
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done by Khans '’ etal revealed that diarrhea episodes were more common 84% in formula-fed infants 
as compared to breast-fed infants 16%". In our study the frequency of hand washing before feeding 
was found to be for every time 17% (44), occasional or no hand washing was 83.3% (220). This is 
an important risk factor for diarrhea especially in Under-Five years children. Similarly in our study 
results showed that only 85.2% mothers wash their hand every time after attending toilet and 52.3% 
wash their hand with plain water and only 47.7% wash with soap. In 2004, study done by Luby SP 
etal, in Karachi, results showed that in a setting in which diarrhea is a leading cause of child death, 
improvement in hand washing in the household reduced the incidence of diarrhea among children 
at high risk of death from diarrhea’?. 


In our study 86.4% families had income less than PKR 20,000 per month. Low income and 
non availability of proper nutrition most of children are having mild to moderate malnourish which 
make them prone for infections, like diarrhea & Respiratory Tract Infections. According to Khan, s 
study results low socio-economic status of parents corresponded with greater vulnerability of their 
infants'?. Analysis of data showed that joint families are 58% while nuclear are 42%. The impact of 
joint family on diarrhea disease is higher in joint families then nuclear family, because in joint family 
there are no proper hygienic measures during food preparation. Improper latrine cleaning and 
common latrine sharing among many people are associated risk factors for diarrhea. In our study 
Children’s with the complete immunization were 45.8% (121), with partial or no immunization 54.2% 
(143). Immunizations help reduce deaths from diarrhea in two ways: by helping prevent infections 
that cause diarrhea directly, such as Rotavirus, and by preventing infections that can lead to 
diarrhea as a complication of an illness, such as measles. Rotavirus is estimated to cause about 
40 per cent of all hospital admissions due to diarrhea among children under-five years of age 
worldwide. Diarrhea is one of the most common causes of death associated with measles 
worldwide"*. The study results showed the frequency of boring water 65.5% (173), pipeline 18.9% 
(85) and other method 6 (1.3%). In 2011, study done by Kakakhel ZM etal,in Nurpur Pakistan, 
results showed that Of the 107 households surveyed, 2.8% used wells, 63% used tap water and 
32.7% used hand pumps, whereas only 0.9% consumed store-bought water as their major source 
of drinking water"®. 


CONCLUSION 

Frequency of diarrhea among children under five years of age was 59% in Peshawar. 
Diarrhea is more common in younger children i.e.; less than 2 years of age. Illiteracy, low household 
income, bottle feeding, hand washing especially after attending toilet, joint family system and poor 
immunization status were the key risk factors. 


RECOMMENDATIONS 

On the basis of results of this study, the following recommendations can be made to reduce the 
burden of disease in the community. 

1. Effective diarrheal control program would help in reduction of diarrhea. 

2. Health education about the awareness of risk factors for diarrhea would help in reducing 

diarrhea morbidity. 

3. Improve immunization status among children especially less than 2 years of age. 

4. Promotion of breast feeding would also help in prevention of diarrhea. 

5. Provision of safe drinking water is another key effort that would help in reducing the diarrhea. 
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ABSTRACT 


OBJECTIVE: 

The objective of the current study was to determine the frequency and factors of endodontic flare-ups and to 
compare the post obturation pain in single visit and multi visit root canal therapy, at the department of 
operative dentistry Sardar Begum Dental College (SBDC), Peshawar. 


MATERIALS AND METHODS: 

It was a cross sectional study, carried out at the department of operative dentistry, Sardar Begum Dental 
College, Peshawar. A total sample of 200 subjects was studied. Treatment protocols were standardized and, 
after taking informed consent endodontic procedure was carried out. Chi-square test was used to explore the 
relationship between endodontic flare ups with study variables. 


RESULTS: 

Our sample consisted of 54% females and 46% males. Frequency of endodontic flare ups was experienced 
by 48% subjects.96.2% had used antibiotics, Endodontic flare ups was found to be significantly associated 
with gender, preoperative diagnosis ,preoperative pain and medication while it was not found to be associated 
with any other variable studied. 


CONCLUSION: 

It was concluded that prevalence of post preparation pain during root canal treatment was high and 
significantly affected by pre-operative pain, preoperative diagnosis and medication. However, careful 
selection and adherence to the basic principles of endodontic therapy may reduce the occurrence of flare 
ups. 


KEY WORDS: 
Endodontic treatment, Flare-up, Root canal infection 


INTRODUCTION 
The aim of endodontic treatment is not only to conserve the tooth by removing the inflamed 
/ infected contents of tooth but also to provide bacteria free environment for the healing 
eae ee eae of peri-apical tissues. Aim is to provide stable and pain free 
Sardar Benue ents! Goluge masticatory unit. Severe pain and/or swelling following root canal 
Contact:0333-3285967 treatment (RCT) are serious sequelae, upsetting to both, the patient 
Meclde nanos teneeeseo™ | and dentist.’ Flare-up is one complication of endodontic treatment, 
defined as acute exacerbation of asymptomatic pulp or peri-radicular 
pathosis after the initiation or continuation of root canal treatment.'Other characteristics are 
occurrence of pain and/or swelling during endodontic treatment ? or pain and/or swelling that require 
non-intentional treatment, including active interference from the dentist °. Lack of an exact definition 
of flare-up resulted in estimated frequency differences from as low as 1.5% * to as high as 20% °. 
In addition, there is no unified opinion as to the reasons for flare-up progression. The present 
accepted hypotheses describe flare-up as a poly-etiologic phenomenon, whereas mechanical 
factors (preparation beyond apical terminus, over instrumentation, pushing dentin chips and the 
remainder of the infected pulp tissue into the peri-apical area, overextension of root canal filling), 
chemical factors (irrigants, intra-canal dressings, and sealers), and microbiologic factors contribute 
to its appearance °. 
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Although many factors associated with flare-ups have been examined, those factors 
frequently related to the occurrence of flare-ups include the gender and age of patients’, the 
presence of a peri-apical lesion®'°, and a history of preoperative pain®®. Infection is considered 
as the most significant factor in flare-up pathogenesis ''. Pushing an infected organic substance 
into the peri-apical region during root canal preparation might cause exacerbation ‘t Another 
hypothesis is selective growth of certain bacterial species inside the root canal as a result of 
ecologic changes during endodontic therapy"’ Consequently, acute reaction of the peri-apical 
tissues might occur. In addition, new microorganisms might penetrate into the root canal from 
the oral cavity as a result of non-meticulous root canal preparation or inappropriate temporary 
sealing in multi-appointment therapy that could lead to flare-ups'’ The intensity of the 
inflammatory reaction might be influenced by various factors such as extent of existent pathologic 
changes in the peri-apical region '*, presence of specific bacterial species in the root canal 1°, 
tooth type, pulp diagnosis, occurrence of preoperative pain, and presence of a sinus tract °°. 


Endodontic therapy (initial root canal therapy as opposed to recurrent treatment, one or 
multi-appointment therapy, leaving the tooth “open” between appointments) plays an important 
role in evolving exacerbation of inflammation in the peri-radicular region. * Although there is 
abundant information in the literature, it is a challenge to unequivocally conclude the 
pathogenesis and frequency of flare-ups and to indicate factors that affect them. The objective 
of this study was to determine the incidence and factors of endodontic flare ups at the department 
of operative dentistry Sardar Begum Dental College (SBDC), Peshawar and to compare the post 
obturation pain in single visit with multi visit root canal therapy. 


MATERIALS AND METHODS 

This Cross sectional analytical study was conducted at the department of operative 
dentistry, Sardar Begum Dental College (SBDC), Peshawar. Duration of study was 6 months 
from 23 march 2015 to 23% September 2015. Approval was taken from research ethical 
committee of SBDC, Peshawar. After taking medical history, conducting a dental examination 
and obtaining pre-operative radiographs, patients meeting the inclusion criteria were selected. 
Permanent teeth requiring root canal treatment for pulpal, peri-apical or elective reasons were 
included in the study. Previously root treated teeth, teeth with peri-apical abscess, mobile teeth 
(grade II and above), teeth with vertical fracture and third molars were excluded from the study. 
Written informed consent was obtained from all the participants. Both males and females ranging 
in age from 14 years to 80 years were included in the study. Each patient’s demographics, the 
tooth position, presenting symptoms, and the presence or absence of preoperative pain 
(spontaneous or percussion pain) were obtained at the patient’s first visit. The pulpal (normal, 
irreversible pulpitis, pulp necrosis, reversible pulpitis, or previously treated) and peri-apical 
diagnosis (normal, chronic apical periodontitis, acute apical periodontitis, chronic peri-apical 
abscess, acute peri-apical abscess, or a non-endodontic lesion) of each treated tooth were 
recorded. Treatment protocols were standardized: each patient was anesthetized with 2% 
Lidocaine with or without epinephrine, a rubber dam was put in place, and a 0.5% NaOCl solution 
was used for irrigation of the root canal throughout the treatment. The working length (from the 
crown to 0.5 mm above the anatomical root apex) was measured using an electronic apex locator 
and confirmed by peri-apical radiography. Apical preparation was completed to the working 
length with either hand-held stainless steel files or nickel-titanium rotary instruments. All RCT 
cases were obturated either on the same visit or on next appointment with gutta-percha cones 
using a lateral condensation. Root canal overfilling was defined as finding gutta-percha or sealer 
beyond the radiographic apex. Operators decided the best time to obturate the root canals based 
on the diagnosis of each tooth, clinical findings, and available chair time. Calcium hydroxide was 
the only intra-canal medication put in place if completing the RCT required more than 1 visit. 
Patients were instructed to call the 
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dentist or come back for an emergency visit if the tooth was severely painful or swelling 
developed at the gingival or alveolar mucosa during the first 24 hrs or 2-3 days after treatment. 
If a patient called with a complaint of severe pain and/or swelling and returned to the clinic for 
emergency treatment, a flare-up was recorded. Every patient was given a Performa to mark their 
pain on Visual analogue pain scale during first 24 hours and after 24 hours till 3 days Flare-up 
was recorded on Visual analogue scale (VAS). VAS was divided into no pain, mild pain, 
moderate pain and severe pain. Patients who reported with moderate to severe pain were 
considered as flare-up. The overall incidence of endodontic flare-ups was calculated. The 
associations between the occurrence of flare-ups and various related factors such as patients’ 
demographics, the tooth position, pretreatment symptoms, the pulpal, peri-radicular diagnosis 
and number of appointments were analyzed by the Chi-squared test. A p value of < 0.05 was 
considered statistically significant. 


RESULTS 

A total of 200 patients were included in the study. Results showed that mean age of the 
subjects was 35.45+--14.3 with an age range from 14 years to 80 years. Table1 54% of the 
subjects were female and 46% were males. In this study 72% were multiple rooted teeth and 
28% were single rooted teeth.66% teeth were treated in multiple visits while in single visit 34% 
teeth were treated. (Table 2) 


Distribution of subjects with respect to preoperative diagnosis was shown in Figure1 with 
66.33% of acute apical pathosis, 40.20% of chronic apical pathosis, 38.19% of irreversible 
pulpitis, 34.17% of pulpal necrosis and other pulpo-peri-apical conditions were 22.11%. 


Results showed that moderate pain was found to be 48% followed by 46% mild pain, 
40% no pain and 20% experienced severe pain. Figure 2 


Regarding self medication which patient had after initial visit 92.46% had antibiotics, 
60.30% had analgesics, 40.20% had both antibiotics along with analgesics and 8.4% had not 
taken any drugs. Figure 3 


Table 3 highlights the factors that were associated with endodontic flare ups in the 
present study. Gender, tooth type, preoperative diagnosis, preoperative pain and medication 
were found significantly associated with endodontic flare ups with p value < 0.05, while tooth 
type and number of appointments were not significantly related to endodontic flare ups. 


Tables 1: Age Distribution 
N Minimum | Maximum Mean | Std. Deviation 
Age | 200 14 80 35.45 14.311 
































Table 2: Frequency of deferent variable in the study 
































Variables Percentage 
Gender Male 54% 
Female 46% 
Type of tooth Single Rooted 12% 
Multiple Rooted 28% 
No. of visit Single visit 66% 
Multiple visit 34% 
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Figure # 1: shows distribution of subjects with respect to preoperative diagnosis. 
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Figure # 2: Preoperative pain status 
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Figure # 3: Types of Self medication 
92 46% B antibiotics only 
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Table 3: Variables associated with flare-ups. 
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Variables Category p value 
Gender ale 0.014 
female 
Single rooted 
Multi rooted 
Single visit 
Multi visit 
Necrotic 
Elective 
Irreversible 
Chronic Apical pathosis 0.001 
Acute Apical pathosis 
No pain 

Mild pain 

Moderate pain 
Severe pain 

No medication 
Analgesic 

Antibiotics 

Both drugs 








Tooth type 0.743 





Appointment 0.431 





Pre-operative 
Diagnosis 





Preoperative pain 
0.001 





Medication 0.001 

















DISCUSSION 

Pain perception is a highly subjective and variable experience modulated by multiple 
physical and psychological factors, and pain reporting is influenced by factors other than the 
experimental procedure." Different scales and methods have been used to assess pain after 
endodontic therapy"*In the current study visual analog scale (VAS) was used as a result of its 
valid and reliable ratio scale to measure pain. The high prevalence of pain in our experience was 
consistent with a similar study by O’ Keefe and Meta et al."® 


This pain prevalence was higher than reported by Clem'’and Maddox et al'®, which could 
be due to various populations receiving treatment, different treatment techniques, and various 
numbers and experience of operators. Our results were in agreement with O'Keefe"®, 
Torabinejad et al(19), Mor C et al?° and Siqueira et al.2'that presence of pre- operative pain is 
significantly associated with post- operative pain. There are conflicting results with regards to 
influence of tooth type on the prevalence of postoperative pain. Several studies associate molar 
teeth with greater susceptibility to pain?*. Although results of our study show that there is no 
significant difference in flare up in single or multiple visits Root Canal Treatment, number of flare 
up in single visit were less as compared to multiple visits. Reason for this less flare up in single 
visit may be due to(denying any space for irriatants or bacterias’ by immediately obturationg 
canal) bacteria or other irritants are not allowed to remain in the empty canal.?* 74 Another 
possible reason for fewer one visit flare ups is the deletion of the intra-canal medication, which 
may elicit an immune reaction.® 7° Still, another possibility is that early sealing of the canal 
eliminates bacterial ingress from a leaky restoration, lateral canal, or caries. During single visit 
endodontic treatment, the clinician is well versed with the internal anatomy of that treating tooth, 
and good tactile sense while instrumenting the canals, this may probably also help in fewer flare 
ups. Isolation of areas of inadequate instrumentation and/or other irritants within the canals is 
yet another plausible reason for higher multiple visit flare ups. Use of preoperative antibiotic 
reduces the chances of flare up during endodontic treatment which is same as the work of Walton 
and Chiappinelli 2”. In necrotic teeth and teeth with symptomatic irreversible pulpitis canal is 
flooded with micro-organisms which are the major cause of endodontic flare-up. 

Antibiotics act against these microorganisms either by inhibiting their growth or by killing 
them and reducing bacterial count in peri-apical tissues. Current study shows no significant 
difference between male and female although previous studies show that chances of flare up 
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are more in females. Fluctuating female hormone levels cause an increased level of serotonin 
and nor adrenaline leading to increased pain prevalence during the menstrual period and in 
women receiving hormonal replacement therapy or oral contraceptives”® In this study age had 
no significant relationship with rate of endodontic flare up. These results are similar to the work 
of Oginni and Udoye”? who found no relation between rate of flare-ups and age. Similar findings 
were also reported by Morse et al and Eleazer and Eleazer.°° However, Balaban et al treated 
necrotic teeth and found that there was a greater tendency to develop flare up in patients less 
than 50 years old. The decrease in patients’ response might be related to decreased pulp canal 
size, decrease blood flow to alveolus and decreased inflammatory responses in older patients. 
Since this is a hospital based study it does not represent general population. 


CONCLUSION 

Within the limitations of this study we can conclude that prevalence of post preparation 
pain during root canal treatment was high and significantly affected by pre-operative pain, 
preoperative diagnosis and medication. However, careful selection and adherence to the basic 
principles of endodontic therapy may reduce the incidence of flare ups. 
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ABSTRACT 


OBJECTIVES: 
To determine the efficacy of single dose intravesical chemotherapy with Mitomycin-C following transurethral 
resection of non-muscle invasive bladder cancer 


METHODS: 

It was a Descriptive case series study conducted in the admitted patients of bladder cancer in the institute of 
kidney disease, Peshawar within one year duration. Total of 128 patients were enrolled in the study. After 
TURBT patient were catheterized with 22 FR 3 ways foley’s catheter and urinary bladder irrigation was started 
with normal saline. Mitomycin 40 mg_ dissolved in 20 ml of normal saline was instilled once hematuria settles 
within 24 hours. All the patients were called back after 3 months for check cystoscopy and the findings were 
recorded so as to detect recurrence of bladder tumor 


RESULTS: 

In this study, 128 patients with transurethral resection of non-muscle invasive bladder cancer have been 
observed; male to female ratio was 5:1. The age ranges of patients were from 18 to 75 years. Average age 
was 51.13 years + 14.33SD. Recurrence was found in 20(15.62%) of cases while the remaining 108(84.38%) 
were free of recurrence. 


CONCLUSION: 
Our study confirmed the effectiveness of a single shot immediate Mitomycin-C instillation in patients with non- 
muscle-invasive bladder tumors. 


KEY WORDS: 
Mitomycin-C, transurethral resection, bladder cancer, muscle invasive, Efficacy 


INTRODUCTION 
Bladder cancer is one of the commonest urological cancer diagnosed world wide.' In the 
United States in 2011, there were an estimated number of new cases approximately 69,000 with 





yp tn ete high mortality.?Urological malignancy is common in Pakistan as well 
r. Bila atta : 3 Fi 

jodi Helena eeeciGal as the developed regions of the world.” Tobacco smoking, 
Contact:0333-9254986 chemicals, dye, rubber, petroleum, leather and artificial sweeteners 


Email: drbilalkhattak@yahoo.com | are predisposing factors causing bladder cancer. Most common 
https://doi.org/10.37762/jgmds.2-2.52 - fe : - . 
presentation of bladder cancer is painless haematuria with lower 
urinary tract symptoms. Depending on the bladder muscle invasion, bladder cancer can be divided 
into non muscle invasive bladder cancer (stage Ta, Tis and T1) which constitutes 75% of newly 
diagnosed cases and muscle invasive bladder cancer (stage T2-4).'4 Treatment modalities include 
Trans-Urethral Resection Bladder Tumor (TURBT) with intravesical chemotherapy or intravesical 
immunotherapy, radical cystectomy, systemic chemotherapy and radiotherapy. The treatment and 
management of NMIBC ultimately depends on the patient’s risk of recurrence and 
progression.°Following transurethral resection non-muscle invasive bladder cancer have a high rate 
of recurrence (25-40%) in the first year.° 
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High rate of recurrence is associated with TURBT, as this is the only treatment of superficial 
bladder tumors (stage Ta, Tis and T1). Different chemotherapeutic agents such as mitomycin-C, 
thiotepa and adriamycin are available for intravesical use. Previously TURBT followed by regular 
check cystoscopies was routine for low grade superficial bladder cancers but now immediate 
intravescial mitomycin-C treatment is gaining popularity.£In Jung SJ study recurrence of superficial 
bladder tumour after single instillation of Mitomycin-C in first year was 15%° while in another study 
it was 11.3%.’ Mitomycin-C is preferred for intravesical use because it is cheap, easily available 
and having least side effects. A number of studies agree with the fact that intravesical instillation of 
cytotoxic agents within the first 24 hours after operation reduces the risk of tumor recurrence. It is 
assumed that transurethral resections of bladder tumors promote relevant intravesical tumor cell 
suspension that re-implants and causes cancer recurrence.® 


The current study is designed to determine the efficacy of mitomycin-C in preventing 
recurrence of non-muscle invasive bladder tumors in our local adult populations. Both the bladder 
tumors and their recurrence after TURBT is not uncommon and there is a need to identify a 
procedure which could at least prevent recurrence after TURBT. The idea behind doing this study 
developed while carefully looking at the literature in which we found most of the studies either have 
inadequate sample size or they have done a comparative study* ’ or even retrospective.’ So our 
study will be first of its kind in our local adult population over adequate sample size to draw 
conclusive results regarding efficacy of mitomycin-C in preventing recurrence of bladder tumors 
after TURBT and if found to be significantly high it will also be shared with other local urologists so 
as to recommend future guidelines for its use or further research over it. 


MATERIALS AND METHOD 

This study was a descriptive case series conducted at the Institute of kidney diseases, 
Hayatabad Medical Complex, Peshawar from 1° January 2013 to 31%‘ December 2014.Sample size 
was 128, using 11.3%’ proportion of recurrence of bladder tumor after TURBT with Mitomycin-C, 
95% confidence interval and 5.5% margin of error under WHO sample size calculations. Sampling 
technique was consecutive non-probability sampling and all the patients undergoing TURBT for the 
first time of either gender from 18-75 years of age were included and exclusion criterion was all 
those patients who were having muscle invasive bladder tumors, patients with perforation of the 
bladder, gross haematuria not settling within 24 hours, incompletely resected tumor, those having 
recurrent bladder tumor and bladder fistula. The above mentioned conditions act as confounders 
and if included, introduce bias in the study results. After approval from hospital ethical committee, 
all patients (diagnosed as having non muscle invasive bladder tumor), who fulfill the inclusion 
criteria admitted in urology ward, were included in the study. 


The procedure was performed under general anesthesia or spinal anesthesia depending 
upon anesthetist choice. After TURBT patients were catheterized with 22 FR 3-ways foley’s catheter 
and urinary bladder irrigation was started with normal saline. Mitomycin-C 40 mg_ dissolved in 20 
ml of normal saline was instilled once haematuria settles within 24 hours. This solution was left in 
bladder for one hour with patient in supine, prone, right lateral and left lateral positions for 15 
minutes each. Catheter was removed after 48 hours if haematuria is settled. All the patients were 
called back after 3 months for the check cystoscopy and the finding of the cystoscopy was recorded 
so as to detect recurrence of bladder tumor. All the above mentioned information was recorded on 
pre-designed Performa. Strict exclusion criteria were followed to control confounders and bias in 
the study results. Data was analyzed using SPSS version 16. Results were described in terms of 
mean and standard deviation for age. Frequency and percentages were calculated for the 
categorical variables like gender and age. All the results were 
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shown in figures and tables. Efficacies (prevention of recurrence on check cystoscopy) were also 
stratified among age and gender to see the effect modifications. 


RESULTS 

In this study, 128 patients with transurethral resection of non-muscle invasive bladder 
cancer had been observed, in which 21(16.41%) were female and 107(83.59%) were male patients. 
Male to female ratio was 5:1. 


Patients age was divided in four categories, out of which most presented in upper age 
i.e.41(32%) patients were of more than 60 years and 18(14.1%) patients were in the age range of 
less than or equal to 30 years. Average age was 50.25 years + 15.83SD. (Table 1) 


Recurrence was found on first check cystoscopy at three months in 20(15.62%) of cases 
while the remaining were free of recurrence (Figure |). 


Gender wise distribution of efficacy shows that efficacy was high in male. There were 
93(86.9%) male patients showing efficacy while efficacy in female was observed in 15(71.4%) 
patients (Table II). 


Table: 1 Age Wise = eee Of The Patients 
| EFFICACY 


AGE IN YEARS TOTAL 
pa 


77.8% 22.2% | 100.0% 


30 3 33 
90.9% 9.1% 100.0% 
33 8 41 
80.5% 19.5% |100.0% 
108 20 128 
Total 
84.4% 15.6% | 100.0% 


Figure # 1: RECURRENCE 
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Table: 2 Gender Wise Distribution Of Efficacy 
| EFFICACY ~— | 


eee an 


Mal 
Gender ale 93 44 107 
86.9% 13.1% 100.0% 


Female 15 6 21 
71.4% 28.6% 100.0% 
Total 108 20 128 
84.4% 15.6% 100.0% 
DISCUSSION 


Non-muscle invasive bladder tumor accounts for about75-85 % of bladder cases.’ The 
recurrence and progression rate after transurethral resection of bladder tumors (TURBT) are 50- 
70% and 10-15%, respectively. Risk factors for tumor recurrence and/or progression are tumor 
localization, tumor size, prior recurrences, presence of tumor at first follow-up cystoscopy, stage, 
grade and associated carcinoma in situ (CIS).'° Bladder cancer commonly affects the elderly, with 
the median age of 73 years at diagnosis“which is confirmed in our study, having higher incidence 
32.08% (41/128) in elderly. Bladder cancer incidence varies in terms of gender and ethnicity. The 
lifetime risk of developing bladder cancer is 3.81% for males and 1.18% for females, and the risk 
increases with advancing age. Bladder cancer is the fourth-most-common cancer in men in terms 
of new cases, with an incidence 4 times higher than women (37.9 versus 9.6 per 100,000) while in 
our study it came out to be 5 times higher in males as compare to females. In a meta-analysis of 
seven randomized trials, Sylvester et al. suggested that one immediate instillation of chemotherapy 
after TURBT decreased the percentage of patients with recurrence by 12% and the odds of 
recurrence by 39%.'* Although this meta-analysis and the European Association of Urology 
Guidelines on Bladder Cancer recommend a single immediate postoperative installation of 
chemotherapy in all cases of NMIBC and adjuvant intravesical immunotherapy with BCG in patients 
with high risk NMIBC.*? 





Our study shows that the recurrence is 15.62% after single dose mitomycin-C installation 
which is comparable with a national study done by Ather MH and colleagues in 2007, in which 
recurrence was 15% after one year follow-up with single dose mitomycin-C installation? , while 
comparing our study with international study conducted by Jung SJ and colleagues in 2011, which 
showed recurrence of 11.3% after single dose installation of mitomycin-C.’ Mitomycin-C has a high 
molecular weight, resulting in a low incidence of systemic side effects with most common adverse 
effect being chemical cystitis reported in up to 41% of patients. The manifestations of cystitis include 
dysuria, frequency, urgency, supra-pubic pain, and discomfort. In addition, the incidence of 
decreased bladder capacity has been as high as 22% in clinical trials, with the rare need for 
cystectomy due to severe bladder contractures.'* Less common adverse effects include eczema- 
like reactions (4% to 12%) and myelo-suppression, which is rare. 


This inexpensive and safe approach spares a significant number of transurethral resections 


in these patients .Consequently; this approach can be considered an alternative for observation 
only in patients with low risk superficial bladder cancer. Our study confirmed the 
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positive effect of a single mitomycin-C instillation in patients with non-muscle-invasive bladder 
tumors. This benefit was to control early recurrence and was not maintained with long-term follow- 


up. 


CONCLUSION 


In patients with superficial bladder cancer a single shot of mitomycin-C with in 24 hrs of 


resection of tumor decreases recurrence and improves disease free interval by preventing early cell 
implantation. The results were more promising in male patients 
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ABSTRACT 


OBJECTIVES: 
The aim of this study was to determine the predisposing factors and treatment outcomes of otomycosis. 


METHODS: 

This was an observational study conducted from July 2008 to August 2012 at ENT department of Khyber 
Teaching Hospital, Peshawar. Total of 110 patients of all age and both sexes were selected from OPD for 
the study, using convenient sampling. The predisposing factors and treatment outcome of otomycosis were 
observed. Results were recorded in percentages. 


RESULTS: 

In our study we documented 110 patients having otomycosis. There were 57.3% (63/110) males and 42.7% 
(47/110) females. Patients ranged from 21 to 40 years were more affected. Mean follow up time was 2 years. 
The most common predisposing factors were swimming in 49.1% (54/110) patients followed by topical 
antibiotic drops, cerumen, immune-compromised status and hearing aid use. The most common presenting 
symptom was otalgia and itching ear in almost every patient 100% (110/110), followed by hearing loss and 
ear discharge. In our study 1% clotrimazole drops or lotion was applied to all patients after cleaning the fungus 
debris and cleansing the ear with acetic acid. The treatment outcome was resolution in 57.3%, residual 24.5% 
and recurrence 12.7%. 5.5% of patients did not come for follow up. The complications were TM perforation 
in 13.6% patients, serous otitis media in 3.6% and external auditory canal osteitis in 0.9%. 


CONCLUSION: 
Otomycosisis usually resolves with local toilet of ear and instillation of antifungal agents, however eradication 
of disease is difficult in presence of a mastoid cavity and immune-compromised patients. 


KEY WORDS: 
Otomycosis 
INTRODUCTION 
Otomycosis is superficial fungal infection of outer ear canal'.Aspergillus is the most 
Correspondence: common fungi (90%) followed by candida and other fungal species?. 
=i slet ih It i lear that the fungi are the true infectiv nts or mer 
(eon Teaching Hexdiel s unclear that the fungi are the true infective agents or mere 
Contact:0302-5563597 colonization species not invading the tissue. The prevalence rate is 
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externa’.The incidence of otomycosis is more common 
tropical/subtropical countries (also called Singapore ear)*. Various predisposing factors include a 
hot and humid climates, poor local hygiene and swimming or aquatic sports persons, presence of 
cerumen, instrumentation of the ear, increased use of topical antibiotics/steroid preparations, 
immune-compromised host, open cavity mastoidectomy and hearing aids users with occlusive ear 
mold®: ®. Clinically the infection may be either subacute or acute, characterized by inflammation, 
pruritus, scaling and severe discomfort. The most characteristic finding is the presence of greyish 
white thick debris (known as “Wet blotting paper”) in external ear canal’.Swabs from infected ears 
should be examined for both bacteriology and mycology. 
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Epithelial debris placed in 10% potassium hydroxide should reveal the presence of hyphae 
and, in some instances, the fruiting structures of the a etiological agent®.Treatment 
recommendations have included local debridement, ear cleaning with dilute aluminum acetate 
solution combined with acetic acid, application of local antifungal agents and discontinuation of 
topical antibiotics while systemic antifungal agents are used in immune compromised patients. Most 
of the cases settled in one week and in resistant cases the treatment is continued for three weeks.° 


Sometimes otomycosis presents as a challenging disease for its long-term treatment and 
may result in resolution, residual or recurrent disease'’’.Complications of otomycosis included 
serous otitis media, TM perforation and osteitis of external auditory canal". We conducted this 
study with the aim to determine the frequency, common presenting symptoms, predisposing factors 
and treatment outcome. 


METHODOLOGY 

It was observational study conducted from July 2008 to August 2012(four years duration) in 
ENT Department, Khyber Teaching Hospital, Peshawar. Patients were prospectively recruited via 
non-probability convenience sampling. It composed of 110 patients of both sexes and all age groups 
with documented diagnosis of otomycosis. 


Data was collected regarding predisposing factors, common symptoms, treatment 
outcomes and follow up duration. Statistical analysis was carried out. The diagnosis of otomycosis 
was made on the basis of the recognizable and characteristic appearance of fungal debris and 
fruiting bodies under microscopy. Cultures were not routinely obtained because there was generally 
a rapid response to treatment in most of the cases. The treatments offered to most of patients in 
the form of Clotrimazole 1% lotion or cream (impregnated gauze) after cleaning the canal with dilute 
aluminum acetate solution combined with acetic acid. Most of the cases settled in one week. The 
treatment was continued for three weeks in resistant cases. 


After approval from the hospital ethical committee, all patients who fulfilled the inclusion and 
exclusion criteria were included in the study. Sampling technique was consecutive non-probability 
sampling and all the patients of all ages and of either gender were included in the study and those 
patients having earache due to acute otitis media, malignant otitis external, furunculosis, otitis 
external and referred otalgia were excluded from the study. 


Successful treatment outcome was defined as 1) Resolution of all evidence of fungal 
infection on physical examination, 2) Residual disease that failed to respond to our initial choice of 
treatment and 3) Recurrent disease that occurred in patients who had resolution of disease after 
initial treatment. 


RESULTS 

In our study we documented 110 patients having otomycosis. There were 63/110 (57.3%) 
males and 47/110 (42.7%) females. Patients ranged from 21 to 40 years were more affected 61/110 
(55.5%) as shown in table 1. 


In our study the most common predisposing factor was swimming49.1% (54/110) followed 
bytopical antibiotic drops 19.1% (21/110), cerumen (17/110), immune -compromised status 10% 
(11/110) and hearing aid use 4.5% (5/110)as shown in table 2. In this study the most common 
presenting symptom was otalgia and itching ear in almost every patient 100% (110/110), followed 
by hearing loss 46.4% (51/110) and discharging ear 19.1% (21/110) as shown in table 3. 


March 2016- September 2016 28 


JGMDS 


PREDISPOSING FACTORS AND TREATMENT OUTCOME OF OTOMYCOSIS 





In our study 1% clotrimazole drops/cream was applied after removing the fungus debris and 
cleansing the ear with acetic acid. The treatment was continued for 1-8 weeks. The outcome was 
resolution in 57.3% (63/110), residual 24.5% (27/110) and recurrence 12.7% (14/110).Six patients 
(5.5%) did not come for follow up as shown in table 4. 


In our study only 17.2% (19/110) patients’ developed complications included TM perforation 
in 13.6% (15/110) patients’ serous otitis media in 3.6/110% (4/110) patients (and external auditory 
canal osteitis in 0.9% (1/110) patients as shown in table 5. 


Table 1: Demographic features 


















































Sex and age of patients Number of patients | Percentages 
Gender Male 63/110 57.3% 
47/110 42.7% 
Female 
Age of patients1-20 years 34/110 30.9% 
21-40 years 61/110 55.5% 
More than 40 years 15/110 13.6% 
Table 2: Predisposing factors 
Predisposing factors Number of patients | Percentages 
Swimming 49/110 44.5% 
Antibiotics ear drops 21/110 19.1% 
Cerumen 17/110 15.5% 
Immunocompromised 11/110 10% 
Mastoidectomy cavity 7/110 6.4% 
Hearing aids 5/110 4.5% 














Table 3: Clinical features 
























































Clinical features Number of patients Percentages 
Pain in ear 110/110 100% 
Itching ear 110/110 100% 
Decreased 51/110 46.4% 
21/110 19.1% 
Discharging ear 
Examination findings Fungal debris 110/110 100% 
Edematous EAM 52/110 47.3% 
Cerumen 17/110 15.5% 
TM perforation 15/110 13.7% 
Granulation 9/110 8.2% 
Table 4: Follow up for 2 years 
Treatment outcome Number of patients Percentages 
Resolution 63/110 57.3% 
Residual 27/110 24.5% 
Recurrence 14/110 12.7% 
No follow up 6/110 5.5% 
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Table 5: Complications 











Complications Number of patients | Percentages 
TM perforation 15/110 13.6% 
Serous otitis media 4/110 3.6% 

Osteitis of EAM 1/110 0.9% 




















DISCUSSION 

Otomycosis is a superficial mycotic infection of the outer ear canal frequently encountered 
in a general otolaryngology clinic setting particularly in summer. The disease commonly occurs in 
adult males. In our study the disease was more common in male (57.3%) as compared to female 
and the common age group was 21-40 years about 55.5%. a study conducted in Iran, otomycosis 
was most prevalent at the age of 20-40 years with highest incidence of infection in summer. '2 


The most common predisposing factors of otomycosis are swimming, cerumen, immune- 
compromised status, topical antibiotic drops, mastoid cavities and hearing aid use. In our study 
swimming was the most common factors in 44.5% followed bytopical antibiotic drops 19.1%, 
cerumen 15.5%, immune compromised status 10%, mastoid cavities 6.4% and hearing aid use 
4.5%. While in Indian study the predisposing factors were instillation of coconut oil (42%), use of 
topical antibiotic eardrops (20%) and compulsive cleaning of external ear with hard objects (32%)"°. 
The otomycosis is usually unilateral and characterized by inflammatory pruritis, scaling, otalgia, and 
the presence of fungal debris and inflammation of external auditory canal. In our study the most 
common presenting symptom was otalgia and it chin gin 100% patients followed by hearing loss 
46.4% and discharging ear 19.1%.Another study conducted in our country the most common 
presenting symptom was hearing loss (77.7%) followed by pruritus (68.8%) and otalgia (40%), 
fungal debris in the ear, scabs and inflammation of the external auditory meatus. 


The treatment of otomycosis consists of removal of fungal debris and topical antifungal. 
Clotrimazole for about two months is usually used with good efficacy. In our study clotrimazole after 
removal of fungal debris, was continued for 1-8 weeks. The outcome of the treatment was resolution 
in 57.3%, residual 24.5% and recurrence 12.7%. 5.5% patients did not come for follow up. Another 
study conducted in our country the efficacy of clotrimazole in treatment of otomycosis was observed 
in 89 (94.12%).'*In Nigerian study the treatment failures were minimal, including recurrence (2.6%), 
acute otitis external (1.3%) and blocking of ear by therapeutic agent (2.6%). '® 


Otomycosis may develop complications like TM perforation, serous otitis media and external 
auditory canal osteitis. In our study only 17.2% patients’ developed complications included TM 
perforation 13.6%, serous otitis media 3.6% and external auditory canal osteitis 0.9%.In Australian 
study the perforations were observed after the fungal debris had been removed from the external 
ear canal using a microscope." 


CONCLUSIONS 
Otomycosisis commonly presented with otalgia, pruritus, decreased hearing & otorrhoea. 
The disease usually resolves with local toilet of ear and instillation of antifungal agents. 
Eradication of disease is difficult in presence of a mastoid cavity and immune-compromised 
status. 
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ABSTRACT 


OBJECTIVE: 
The objective of the current study was to know the perception of students regarding dental curriculum in 
clinical practice and academics after their graduation in three dental colleges of Peshawar. 


MATERIAL AND METHODS: 

It was a cross-sectional study design, carried out at three dental colleges of Peshawar namely Khyber College 
of Dentistry, Sardar Begum Dental College and Peshawar Dental College. A total number of 193 house 
officers were there out of which93 participated in the study. A pilot study was conducted to assess the 
reliability of questionnaire. The study was conducted through a self-administered questionnaire. The 
questionnaire consisted questions about academics and clinical practice. 


RESULTS: 

Our sample consisted of 93 subjects. There were 79% females and 21% males. The results revealed an 
overall positive learning experience in undergraduate academics and Clinical practice. Over 86% of the 
graduates were satisfied with their academics and about 69% were satisfied with clinical practice. Almost 
90% of the subjects were confident in carrying out specific clinical procedures. 


CONCLUSION: 
The major conclusions were that academics and Clinical practice was satisfactory to the majority of subjects, 
although some areas of concern were identified that need improvement. 


KEYWORDS: 
Undergraduate medical curriculum, Students perception, dental students 


INTRODUCTION 

The term curriculum refers to “all the learning that is planned and guided by the school, whether it 
is carried out in groups or individually, inside or outside the school.”’ 
An inflexible curriculum is stagnant, whereas a good curriculum 
always restructures itself to the students’, community and 
profession’s needs. The dental curriculum is no exception. General 
needs assessments, needs assessment of targeted learners, 
feedback from all stakeholders, and planned evaluation of the curriculum are some ways in which 
curriculum is developed.” In health professional education, there are profession specific objectives 
of training and learning leading to a complete array of competencies which are required to become 
a technically competent and a sensitive health care professional. Health professional education has 
undergone a complete transformation in the last quarter of the century. Introduction of 
competencies in the late 20" century have not only served to provide a framework for development 
of curricula, but can also be used to assess deficiencies in delivering these curriculum.* 





Correspondence: 
Dr. Saira Afridi 
Sardar Begum Dental College 
Contact: 0300-9324492 


Email: dentistsaira@gmail.com 
https://doi.org/10.37762/jgmds.2-2.54 






Mostly students undergo two stages during their study period. First is the fresh transition 
from undergraduate to professional college. Second is when they shift from class room to clinical 
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environment. At both of these stages students observe the drawbacks and benefits of the dental 
curriculum. As a result students find their school environment and studies very stressful.? The 
perception of dental students holds a key importance in the development of dental school 
curriculum. In today’s stressful study environment, it is important to keep the student interested and 
motivated towards their curriculum as clearly this is said to yield better results. In most institutes the 
students are neglected while designing the dental school curriculum. 


It is suspected that the dental curriculum does not stand up to the expectations of students. 
The students are interested in having hands on experience rather than the traditional emphasis on 
memorization. It is speculated that an altered curriculum would increase student’s level of interest 
thereby eventually promoting learning process'. There is a need to incorporate a need based 
curriculum, in which the curriculum development process involves the needs of students, 
community dental researchers and dental clinicians.” 


Although there are several methods to evaluate a curriculum, taking the students’ 
perspective are of crucial importance.®.Students are the keen observers. Giving importance to 
student's views regarding curriculum may bring fruitful results.®’” With the help of this research we 
are trying to gain an insight of student’s likes and dislikes about their current curriculum. Therefore, 
our study was conducted to assess the perception of students of academics and clinical practice at 
the time of graduation in three dental colleges of Peshawar. 


MATERIALS AND METHODS 

This cross sectional study was conducted at three dental colleges of Peshawar namely 
Khyber College of Dentistry (KCD),Sardar Begum Dental College (SBDC) and Peshawar Dental 
College (PDC) from September 2015 to February 2016.Study population comprised of all the male 
and female house officers working at KCD, SBDC and PDC. The ethical approval was obtained by 
the ethical committees of all the dental colleges and formal approval for study was obtained from 
the heads of the institutes. Written informed consent was also obtained from every study participant. 
The study was conducted through a self administered questionnaire validated among a group of 10 
subjects before using it for final survey. The instrument consisted of number of questions related to 
academics and clinical practice. The domains were student opinions regarding learning experience 
in undergraduate curriculum, student motivation and support services, institutional infrastructure, 
confidence level in carrying out specific clinical procedures. We also referred to relevant literature 
like Golden standards of World Federation of Medical Education, the Association of American 
Medical College’s 2000 graduation questionnaire’ and the Dundee Ready Education Environment 
(DREEM) inventory® to refine our questions. The questionnaire was coded, and the data was 
analyzed for frequencies and percentages using SPSS version 16. 


RESULTS 

The questionnaire was distributed among 193 subjects. Out of those 93 participated in the 
study. Principal reasons for non-participation were: sickness leave, lack of time, and refusals. Our 
sample consisted of 79 % females and 21% males. Table 1 


Table: 1 Gender Distribution in three Dental Colleges 














Khyber College of Sardar Begum Dental Peshawar Dental Total 
Gender : 
Dentistry College College 
Female 73.5% 72.2% 100% 79% 
Male 26.4% 28% 7 21% 
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The results revealed an overall positive experience regarding academic curriculum. 74% 
agreed about adequate basic sciences and 26 % did not agree. To a question regarding curriculum 
improving knowledge 48 % agreed and 52% disagreed. 32% subjects agreed to a question about 
the curriculum improving logical thinking and 68 % disagreed. 37 % agreed and 63 % disagreed 
about the current academic in motivating the students to study. 39 % agreed and 61 % disagreed 
to a question on development of concepts. Majority of the subjects 75% agreed to a question 
regarding current academics and its relevance to a career in healthcare and 25 % disagreed. 
(Table 2) 


Table: 2. Opinions about the components of academic curriculum, percentage of 
respondents to each item 





Peshawar Dental Khyber College of Sardar Begum Dental 












































S.No | Attribute College Dentistry College Total 
Agree Disagree | Agree Disagree | Agree Disagree | Agree [Disagree 
| received adequate basic 
1 | sciences that prepared me for 20(86.9) | 3(13.1%) | 20 (59%) | 14 (41%) | 29(80.5%) | 7(19.5%) | 74% | 25% 
clinical practice 
You prefer integrated teaching to _ o 5 . a é , 
2 _ | teccitionabibachina 18(78.2) | 5(21.8%) | 31(91%) | 3(9%) | 31(86%) | 5(14%) | 86% | 13% 
Does the current curriculum 
3 improves application of 16 (69%) | 7(31%) | 11(48%) | 23(52%) | 18 (50%) | 18(50%) | 48% | 51% 
nowledge 
4 pee eroniey 9 (39%) | 14(61%) | 8 (23.5%) | 26(76.%) | 13 (36%) | 23(64%) | 32% | 67% 
5 | It motivates the students to study | 12 (52%) | 11 (48%) | 8 (23.5%) | 26(76.%) | 15(41.6%) | 21(58.%) | 37% | 62% 
6 aid development of 13 (56%) | 10(44%) | 11 (32%) | 23 (68%) | 13 (36%) | 23 (64%) | 39% | 60% 
7 aera ersate dtr s In 10 (43%) | 13 (57%) | 8 (23.5%) | 26(76.%) | 13(36%) | 23(64%) | 33% | 66% 
8 unicinalon yall and 10 (43%) | 13 (57%) | 5(15%) | 29(85%) | 11(30.5%) | 25(69.%) | 27% | 72% 
9 Oe aie. confidence | 43 (56%) | 10 (44%) | 8 (23.5%) | 26(76.%) | 10(27.7%) | 26(72.%) | 33% | 66% 
40 een prepared formy — | +6 (69%) | 7(31%) | 12 (35%) | 22 (65%) | 17(47%) | 19 (53%) | 48% | 51% 
My current dental curriculum 
11 | helped me in the development of | 12 (52%) | 11 (48%) | 16 (47%) | 18(53%) | 17 (47%) | 19(53%) | 48% | 51% 
Problem solving skills 
Much of what I have learnt seems 
12 | relevant to a career in health 19 (82%) | 4(18%) | 24(70%) | 10(30%) | 27(75%) | 9(25%) | 75% | 24% 





























care 





On analyzing the perceptions of students on clinical curriculum 69 % agreed and 31 % 
disagreed about adequate clinical training. To a question about the amount of clinical materials 
provided, 51 % agreed and 49 % disagreed. 66 % agreed and 34 % disagreed about the duration 
clinical sessions provided to them. 64 % agreed and 36 % disagreed about a question regarding 
proficiency in clinical skills because of the opportunities to practice. Question regarding things 
moving too fast to learn anything 55 % agreed and 45 % disagreed. 53 % subjects believed of 
gaining sufficient experience in health promotion and preventive dentistry and 47% did not agree. 
(Table 3) 
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Table: 3 Opinions about the components of Clinical curriculum, percentage of respondents 


to each item: 





























Peshawar Dental college Khyber College of Sardar Begum Dental Total 
‘ Dentistry College 
Attributes 
Agree Disagree Agree Disagree Agree Disagree Agree | Disagree 
sea nee a rg 18(78%) | 5(22%) | 21 (62%) 13 (38%) | 26(72%) | 10(28%) 69% | 30% 
eee rc 9 (32 %) 14(68%) | 18(53%) | 16(47%) | 21(58%) | 15 (42%) 52% | 48% 
The number/duration of clinical 
sessions provided to me were 18 (78 %) 5 (22 %) 18 (53 %) 16 (47 %) 26 (72%) | 10 (28%) 66% 33% 
adequate 
| became more proficient in 
we : 7 
ee Sid 17(74%) | 6(26%) | 23(68%) | 11 (32%) 20 (55%) | 16 (45%) gam. | 22 
receive feedback 
H 9, 
Hela ee fastformeto | io (g3%) | 4(17%) | 14(41%) | 20(59%) | 19 (53. %) | 17 (47%) cc a a 
| believe | have gained sufficient 
experience in health promotion 13 (56%) 10 (44 %) 18 (53%) 16 (47%) 19 (53% | 17(47%) 53% 46% 
and operative dentistry 





























The students’ confidence level in carrying-out specific clinical procedures (Table 4) showed 
some areas where further training was required like Oral Radiography where 50 % of Participants 


were not confident. 


Table: 4. Confidence in carrying out specific clinical procedures, percentage of 


respondents to each item: 



























































Peshawar Dental Khyber College of Sardar Begum Dental Total 
5. No Arbus College Dentistry College 
: : Not , Not : Not . Not 
eannent confident SannAene confident Rennidant confident Pannier confident 
a poelaee 22 (96%) | 1 (4%) 31 (91%) 3 (9%) 31 (86%) | 5 (14%) 90% .096% 
2 — 19 (83%) | 4 (17%) 28 (82%) 6 (18%) 25 (69%) | 11(31%) 77% 22% 
3 orl : 15 (65%) 8 (35%) 18 (53%) 16 (47%) 25 (69%) 11 (31%) 62% 37% 
diagnosis 
4 ee 13 (56%) 10 (44%) 14 (41%) 20 (59%) 19 (53%) 17 (47%) 49% 50% 
5 me eae 20 (87%) 3 (13%) 23 (68%) 11 (32%) 29 (80%) 7 (20%) 77% 22% 
Prosthetic 
6 ae 14 (61%) | 9(39%) 19 (56%) 15 (44%) 27 (75%) | 9 (25%) 64% 35% 
7 a 9 | 22 (96%) | 1(4%) 32 (94%) 2 (6%) 36(100%) | 0 96% 032% 
Writing a 
8 dental 16 (69%) | 7 (31%) 25 (73%) 9 (27%) 22 (61%) | 14 (39%) 67% 32% 
prescription 
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DISCUSSION 

The perceptions of graduating dental students concerning the curriculum, motivation and 
support systems are very important. Their opinions on the teaching, learning programs, clinical 
experience, and perceived competence in carrying out common clinical procedures and confidence 
to open an independent dental practice are all so important. In this study our aim was to gain an 
insight about the student’s perception of the current clinical and academic curriculum. Results of 
the questionnaire showed different dimensions of the learning environment in the institution. Though 
the results of one dental school may not be representative of all dental schools, therefore in the 
present study all the three dental schools are included. Similar findings were noted by Vyaset al.° 


Opinions about the components of learning experience in undergraduate curriculum showed 
an overall satisfaction with the teaching of basic sciences, the positive role of current curriculum in 
improving knowledge. The students mostly disagreed about the question regarding the role of 
curriculum in motivation of students, development of concepts, confidence and speaking skills. In 
the present study observation of the subjects regarding clinical curriculum showed a positive 
response regarding adequate clinical training and duration of clinical skills. Most of the students 
believe they have gained sufficient experience in the field of health promotion and can be an asset 
to the community afterwards. The students also mentioned that they required some time to adjust 
to the clinical set-up. Similar opinions were observed in other studies'® '': '*. The confidence level 
of house officers carrying out the dental procedure was satisfactory although most of them believed 
oral radiology training could be improved. 


Limitations of the study were that the student’s perception alone may not be completely 
adequate to assess some aspects of the curriculum. Since self-perceived competence often falls 
short of expected competence. Since our study was on student’s perspective, we did not consider 
seeking the opinions of faculty, administrators, parents and patients. 


CONCLUSION 

The study helped us in identifying the strengths of current curriculum like improving 
knowledge, basic sciences, adequate clinical training, the duration of clinical skills in student's 
perspective. This study helped us to assess the clinical skills of all the house officers in performing 
different clinical procedures. A larger study with open ended questions is required as there is a 
need to conduct a more in-depth study to better investigate the curriculum involving other stake 
holders. 
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ABSTRACT 

Three and half year old Haleema presented to OPD with complaints of failure to thrive polydipsia and polyuria. 
In past she visited different clinicians and hospitals. Scrutiny of the previous record showed alkalosis 
persistently, but other electrolytes values were different from different labs. We admitted her and 
investigations were repeated, which showed hypo-kalemia, hypo-chloremia, hypo-natremia, metabolic 
alkalosis, hyper-calciuria, and normal urine osmolality and specific gravity. Her plasma rennin and 
aldosterone level were also raised. She was discharged on treatment for Bartter syndrome. On follow up, 15 
days later her weight and clinical symptoms were improved. 


KEY WORDS: 
Bartter Syndrome, Malnutrition, Children. 


INTRODUCTION 
Malnutrition is the most prevalent public health concern in most of under developed and developing 
countries. Poor household level of food security, access to health and sanitation 








Correspondence: services and child caring practices are the three main reason which 
ot aaa results in malnutrition in our setup’.In south Asian countries, 
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Contact: 0334-8954974 malnutrition is the most common public health issue in children under 
Email: drrifayat@yahoo.com the age of five years. About half of the world’s malnourished children 
https://doi.org/10.37762/jgmds.2-2.55 








reside in India, Pakistan and Bangladesh. In developing countries, 
16% of children are born with low birth weight. In south Asia, 27% of neonates are born with low 
birth weight. In Pakistan, 27% of our children <5years are underweight and 32% are stunted. 42% 
of our pregnant women and 47% of our children<5years are anemic. In last, nearly 50% of our 
population is malnourished" 2. 


Good nutrition in the very young age is very important because the effects of under nutrition 
in the early life are long lasted in terms of physical, social, mental and intellectual development of 
the child?. The most immediate and dangerous complication of malnutrition is premature death. The 
risk of death is increased even with mild malnutrition and thereby it increases exponentially as the 
severity of malnutrition is increased. If a child reaches his 1* birthday in malnourished state, he 
suffers irreversible physical and cognitive damage, and his future life, welfare and economic 
wellbeing are badly affected’. In south Asia Pakistan has the second highest infant and child 
mortality rates®. In 2005 hours under 5 years child mortality rate was 101/1000 live births and 
malnutrition underlies much of this child mortality*. There are so many causes of malnutrition, which 
are broadly divided into primary and secondary. Primary malnutrition is because deficient intake of 
calories/proteins, while secondary is because of excessive caloric expenditure that is not met, or 
food quantity and quality are good but it is not assimilated properly’. In this report we will present a 
case of secondary malnutrition which was extensively investigated at different hospital in Peshawar, 
but no cause was found. She had a changing picture of clinical features, and so she was 
investigated at different lines. She received different treatment regimens, but with very little 
improvement. And at last she was proved to be a case of Bartter syndrome. 
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CASE REPORT 

Three and a half year old Haleema presented to us in OPD on 19" may 2015, with the main 
complaint of not gaining weight. She also had polyuria, polydipsia and vomiting since last two years. 
On examination, she was emaciated, irritable and having doll’s like faces. Her weight was 7.8kg, 
and height was 88cm. She always had a bottle of water in her hands. Both her height and weight 
were below the 5" centile on WHO growth charts. She was dehydrated. Her pulse rate was 
110BPM. Her respiratory, abdominal, cardiovascular and central nervous system examination was 
unremarkable. 


When she was one and a half years old she was admitted in a tertiary care hospital in 
Peshawar, with complaints of vomiting and not gaining weight. There her serum electrolytes were 
deranged with raised potassium and decreased sodium. For that reason her serum 17-OH 
progesterone level was also done that was normal. There her ABGs were also done that showed 
PH of 7.624, HCO3 Of 20.5mmol/L, PCO2 of 20.3mmHg, and PO2 of 82.2mmHg. Also her 
ultrasound report was normal. But unfortunately they got discharge on will, before she was properly 
diagnosed. After that, in the last two years she visited different hospitals and private clinics, with 
different set of complaints, the common to all was not gaining weight, polydipsia and polyuria. Here 
with us, her urine examination was normal, with normal osmolality and specific gravity. Serum 
sodium was 132.6mmol/L, potassium was 2.04mmol/L and chloride was 91.3mmol/L. Serum 
alkaline phosphatase was normal but serum calcium was 8.2mg/dl. Serum magnesium was within 
normal range. Her serum creatinine and urea was also normal. Her Hb was 10g/dl. TLC, DLC and 
platelets count was also normal. MCV was 68.2fl. Her ABGs showed PH of 7.58 and HCO3 of 
31.1mmol/L. Her ultrasound abdomen showed bilateral tiny renal concretions. Urinary chloride was 
286mmol/24 hours (normal: 110-250), and urinary calcium was 380mmol/24 hours (normal: 100- 
300). Plasma rennin level was >500ulU/ml (normal: erect=4.4-46.1, supine=2.8-39.9) and 
aldosterone level was 35ng/dl (normal: standing=4-31, recumbent=1-16). So she was diagnosed to 
be a case of Bartter syndrome and treatment was started. On follow up, 15 days after discharge 
her weight was 8.6kg, and she was improved symptomatically. 


DISCUSSION 

Bartter syndrome is a rare disorder of renal tubules. It was 1‘ described in 1962 by frederich 
bartter and his colleagues®. It is clinically and genetically hetero-genetic disorder characterized by 
renal salt wasting, hyper-calciurea, hypo-kalemia, metabolic alkalosis, and normotensive hyper- 
reninemic hyperaldosteronism*®. It is transmitted in auto-somal recessive fashion; therefore it is 
more common in the off springs of consanguineous parents. Clinically Bartter syndrome is 
classified into two groups, depending upon the age at onset, antenatal/neonatal and classic. 
Genetically barter syndrome is classified into five types, depending on the underlying gene 
mutation. All of these mutant genes are expressed in the tubular epithelial cells of thick ascending 
limb of loop of henle. In type-1 there are loss-of-function mutations of SLC12A1 which encodes the 
apical sodium-potassium-chloride co transporter (NKCC2). In bartter syndrome type-2 there are 
loss-of-function mutations of KCNJ1, which encodes the apical inwardly-rectifying potassium 
channel (ROMk). BS type III is caused by loss-of-function mutations of CLCNKB which encodes 
the baso-lateral chloride channel (CIC-Kb). BS type IV is caused by loss-of-function mutations of 
BSND which encodes barttin and BS type V is caused by gain-of-function mutations of CASR which 
encodes the baso-lateral calcium sensing receptor (CASR) ®. These defects results in defective re- 
absorption of sodium, potassium, chloride, hydrogen iron and calcium in the thick ascending limb 
of loop of henle, subsequently leading to hypo-kalemic, hypo-chloremic, metabolic alkalosis. 
Although hyper-calciuria is an important feature, hypo-calcemia and hypo-natremia is usually not 
that much severe. The antenatal/neonatal bartter usually presents in neonatal or infantile life, with 
severe phenotypic 
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features like neonatal salt wasting and recurrent dehydration. These patients also usually have 
history of maternal poly-hydromnios. The classic bartter syndrome usually presents in childhood, 
with milder phenotype of recurrent episodes of mild dehydration, polydipsia, polyuria and failure to 
thrive. The dysmorphic features like triangular faces, large eyes and protruding ears can be present 
in both types® ”. The diagnosis is mostly based on clinical history and characteristic bio-chemical 
picture of hypo-kalemia, hypo-chloremia, metabolic alkalosis, hyper-calciuria and increased 
excretion of chloride in urine’. 


Treatment is supportive, by preventing dehydration, care of good and enough nutrition, and 
correcting the electrolytes derangement. These patients especially, needs very high amount of 
potassium daily. Potassium sparing diuretics are also helpful. Indomethacin is also given especially 
in antenatal/neonatal form. With accurate management the prognosis is usually good. Some patient 
may develop chronic interstitial nephritis and chronic renal disease’. Our patient was a case of 
classic Bartter syndrome, leading to secondary malnutrition. Although Bartter syndrome is not a 
common cause of malnutrition, this case report will emphasize not to ignore the rare causes of 
malnutrition, if we cannot find any common cause. Putting all the malnutrition into the primary one, 
after investigating the common causes, and ignoring the important clues in history is not a realistic 
approach. 


REFERENCES 


1. Alderman H, Shekar M. Nutrition, food security and health. In: Kliegman RM, Stanton BF, Geme JWS, 
Schor NF, Behrman RE, editors. Nelson textbook of paediatrics. 19 ed. Philadelphia:Saunders 
Elsevier; 2011.p. 170-9. 


2. Hirani SA. Malnutrition in young Pakistani children. J Ayub Med Coll Abbottabad 2012;24(2):150-3. 
3. Bhutta ZA, Hyder AA, Ali N. Defining a new challenge for health systems: perinatal health in Pakistan. 
In: Bhutta ZA, editor. Perinatal and newborn care in South Asia: priorities and action. 24 ed. USA: 


Oxford University Press; 2007. 


4. World Health Statistics. World Health Organization 2008. Available at URL: 
http://www. who. int/whosis/mort/profiles/mort_emro_pak_pakistan.pdf. 


5. Bhat YR, Vinayaka G, Sreelakshmi K. Antenatal bartter syndrome: a review. Int J Pediatr 
2012;2012:857136. 


6. Lee SE, Han KH, Jung YH, Lee HK, Kang HG, Moon KC, et al. Renal transplantation in a patient with 
Bartter syndrome and glomerulosclerosis. Korean J Pediatr 2011;54(1):36-9. 














7. Sreedharan R, Avner ED. Bartter and Gitelman Syndromes and Other Inherited Tubular Transport 
Abnormalities. In: Kliegman RM, Stanton BF, Geme JWS, Schor NF, Behrman RE, editors. Nelson 
textbook of paediatrics. 19% ed. Philadelphia:Saunders Elsevier; 2011.p. 1813-14. 





CORRIGENDUM 





In the issue Vol. 02 No.01 (Sep 2015-March 2016) of JGMDS in the CASE REPORT titled “Fibromatosis In 
Maxillofacial Region”, the name of the authors were aberrantly printed by omitting two authors. Henceforth the 
author list for the said article should be read as under: 

Jawad Ahmad Kundi', Shahid Khan Khattak', Syed Murad Ali Shah’, Amina Gul Mannan’, Faryal Gul’, Mohammad 
Umar", Ajmal Khan‘ 
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JGMDS aims to be the leading publication in its field and provides a platform for the 
exchange of information about new and significant research as well as to motivate the conduct 
and publication of original research in medical and dental sciences in Pakistan and throughout 
the world the journal will published peer- reviewed research articles, clinical development, clinical 
opinion and treatments as well as other key issues of relevance to medicine and dentistry. It would 
provide clinicians, scientist and students of medical and dental sciences with a comprehensive 
periodical published twice a year. 


All material submitted for publication should be sent exclusively to the Gandhara Journal 
of Medical and Dental Sciences. Work that has already been reported in a published paper or is 
described in a paper sent or accepted elsewhere for publication should not be submitted. Multiple 
or duplicate submission of the same work to other journal should be avoided as this fall into the 
category of publication fraud. Two hard copies and a soft copy (MS Word format) of manuscript, 
typed double spaced on one side of A4 size paper with at least one inch margins all around. 
Authors submit their articles by post: To, The Managing Editor, JGMDS, Gandhara University, 
Canal Road University Town, Peshawar Pakistan. Or by E-mail to “sofia.kabir@gandhara.edu. pk” 


A duly filled-in author's agreement form is mandatory for publication with a covering letter 
containing the undertaking, certifying the originality of the work. 


ETHICAL CONSIDERATIONS 

If tables, illustrations or photographs, which have already been published, are included, a 
letter of permission for re-publication should be obtained from author (s) as well as the editor of 
the journal where it was previously published. Written permission to reproduce photographs of 
patients, whose identity is not disguised, should be sent with the manuscript. If a medicine is used, 
generic name should be used. The commercial name may, however, be mentioned only within 
brackets, only if necessary. In case of medicine or device or any material indicated in text, a 
declaration by author (s) should be submitted that no monetary benefit has been taken from 
manufacture/importer of that product by any author. In case of experimental interventions, 
permission from ethical committee of the hospital should be taken beforehand. Any other conflict 
of interest must be disclosed. All interventional studies submitted for publication should carry 
institutional Ethical & Research Committee approval letter. 


TABLES AND ILLUSTRATIONS 

Legends to illustrations should be typed on the same sheet. Tables should be simple, and 
should supplement rather than duplicate information in the text; tables repeating information will 
be omitted. Each table should have a title and be typed in double space without horizontal and 
vertical lines on an 8-1/2”x11” (21.5x28.0 centimeters) paper. Tables should be numbered 
consecutively with Roman numerals in the upper right corner. If abbreviations are used, they 
should be explained in footnotes. When Graphs scatter grams, or histograms are submitted, the 
numerical data on which they are based should be supplied. All graphs should be made with MS 
Excel and SPSS software and be sent as a separate Excel file, even if merged in the manuscript. 
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S.I UNITS 
System international (S.I) unit measurement should be used. Imperial measurement units 
like inches, feet etc are not acceptable. 


FIGURES AND PHOTOGRAPHS 

Photographs, X-rays, CT scans, MRI and photo micro-graphs should be sent in digital 
format with minimum resolution of 3.2 mega pixels in JPEG compression. Photographs must be 
sharply focused. The background of photographs must be neutral and preferably white. The 
photographs submitted must be those originally taken as such by a camera without manipulating 
them digitally. The hard copy of the photographs if sent, must be uncounted, glossy prints 5”x7” 
(12.6x17.3 centimeters) in size. They may be in black and white or in color. Negatives, 
transparencies, and x-ray films should not be submitted. Numerical number in the figure and the 
name of the article should be written on the back of each figure/photograph. Scanned 
photographs must have 300 or more dpi resolution. The author must identify the top of the figure. 
These figures and photographs must be cited in the text in consecutive order. Legends for 
photomicrographs should indicate the magnification, internal scale and the method of staining. 
Photographs of published articles will not be returned. If photographs of patients are used either 
they should not be identifiable or the photographs should be accompanied by written permission 
to use them. 


REFERENCES 

The references must be written in Vancouver style, double- spaced and numbered as they 
appear in the text. The total number of references must not exceed 40 for original article and 100 
for review article. Provide complete information for each reference, including names and initials 
of all authors when they are six or less. If there are more than six authors, list the first six followed 
by “et al”. The author name(s) and initials are followed by the title of the article, the name of the 
journal abbreviated according to the style followed in Index Medicus, year of publication, journal 
volume and number of the first and last pages. 


ABSTRACT 

Abstract of an original article should be in structured format with the following 
subheadings: 
i. Objective. 
ii. Design. 
ili. Place & duration of study. 
iv. Material & Methods. 
V. Results. 
vi. Conclusion. 
Label each section clearly with the appropriate subheadings. Background is not needed in an 
abstract. The total word count of abstract should be about 250 words. A minimum of 3 Key words 
as per MeSH (Medical Subject Headings) should be written at the end of abstract. A non 
structured abstract should be written as case specific statement for case reports with a minimum 
of three key words. 


INTRODUCTION 

The section should include the purpose of the article after giving brief literature review 
strictly related to objective of the study. The rationale for the study or observation should be 
summarized. Only strictly pertinent references should be cited and the subject should not be 
extensively reviewed. It is preferable not to cite more than 10 references in this segment. Pertinent 
use of reference to augment support from literature is warranted which means, not 


March 2016- September 2016 42 


INSTRUCTIONS TO AUTHORS J G M D S 





more than 2 to 3 references are used for an observation. Data, methodology or conclusion from 
the work being reported should not be presented in this section. It should end with a statement of 
the study objective. 


METHODOLOGY 

Study design and sampling methods should be mentioned. Obsolete terms such as 
retrospective studies should not be used. The selection of the observational or experimental 
subjects (patients or experimental animals, including controls) should be described clearly. The 
methods and the apparatus used should be identified (with the manufacturer’s name and address 
in parentheses), and procedures be described in sufficient detail to allow other workers to 
reproduce the results. References to established methods should be given, including statistical 
methods. References and brief descriptions for methods that have been published but are not 
well-known should be provided; only new or substantially modified methods should be described 
in detail, giving reasons for using them, and evaluating their limitations. All drugs and chemicals 
used should be identified precisely, including generic name (s), dose(s), and route(s) of 
administration. For statistical analysis, the specific test used should be named, preferably with 
reference for an uncommon test. 


RESULTS 

These should be presented in a logical sequence in the text, tables, and illustrations. All 
the data in the tables or illustrations should not be repeated in the text; only important observations 
should be emphasized or summarized with due statement of demographic details. No opinion 
should be given in this part of the text. 


DISCUSSION 

This section should include author’s comment on the results, supported with contemporary 
references, including arguments and analysis of identical work done by other workers. Study 
limitations should also be mentioned. A summary is not required. Any conflict of interest, however, 
must be mentioned at the end of discussion in a separate heading. 


CONCLUSION 

Conclusion should be provided under separate heading and highlight new aspects arising 
from the study. It should be in accordance with the objectives. No recommendations are needed 
under this heading. 


PEER REVIEW 

Every paper will be read by at least two staff editors of the Editorial Board. The papers 
selected will then be sent to two external reviewers. If statistical analysis is included, further 
examination by a staff statistician will be carried out. The staff Bibliographer also examines and 
authenticates the references. 
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